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	 Patient Information

	Date:
	
	     
	
	
	
	

	Patient Name:
	
	
	
	
	

	Male     

Female
	Last
	First
	MI
	Preferred
	single    

Married     
	

	Patient’s DOB: ___________________

Patient’s SSN: ___________________
	*If Child, provide parent/guardian name(s) below:

__________________________________________

	
	
	

	
	
	

	Address:
	
	
	

	
	Address Line 1
	
	
	

	
	     
	     
	     
	Home: 
	

	Email:     
	City
	ST
	ZIP Code
	Cell:

	

	
	
	How did you hear about our office:_____________________________

	


	emergency Information

	In case of emergency, please provide information for the nearest relative or designated contact person not at the patient’s address:

	
	     
	     
	Tel:
	     
	

	
	Name
	Relationship
	
	
	


	employment Information

	Employer:
	     
	Occupation:
	     
	


	


	insurance Information (IF DIFFERENT OF WHAT WE HAVE ON FILE)

	Subscriber:
	     
	     
	     
	     
	     
	

	
	Last
	First
	MI
	Preferred
	Title
	

	Subscriber Date of Birth:
	     
	Subscriber SSN:
	     
	

	Subscriber Employer:
	     
	

	Patient Relationship to Subscriber:
	     Other Child Spouse Self 
	

	Primary Insurance Carrier:
	     
	

	Group/Policy No.:
	     
	ID No.:
	     
	

	Address:
	     
	Tel:
	     
	

	
	     
	     
	     
	Fax:
	     
	

	
	City
	ST
	ZIP Code
	
	
	


Pharmacy: ________________________________________ Location: _____________________________________
	Previous Dentist Information

	Dentist:
	     
	Telephone:
	     
	

	Reason for changing:
	     
	

	


	dental history

	Date of Last Dental Visit: ______
	Treatment Type: ​_____________
	

	N  Bad Breath 
Y 
N  Bleeding Gums
Y 
N  Clicking and popping jaw
Y 
N  Loose teeth or broken fillings
Y 
How often to you brush your teeth? 

 ____________________________________


	N Food collection between teeth
Y 
N Grinding or clenching teeth
Y 
N Periodontal Treatment
Y 
N Sensitivity to cold
Y 

	N Sensitivity to sweets
Y 
N Sensitivity when biting
Y 
N Sores or growths in mouth
Y 
N Sensitivity to hot
Y 
How do you feel about the appearance of your teeth? ____________________________________




	primary physician Information

	Physician:
	     
	Telephone:
	     
	

	Clinic/Facility:
	     
	


	Medical History

	General Health: Excellent Good Fair Poor

	Y N
	Under a physician’s care now?
	

	Y N
	Any hospitalization in the past 5 years?
	     
	

	Y N
	Any serious illnesses/surgeries?
	     
	

	Y N
	Use tobacco in any form?  If Yes, Type:
	     
	

	Y N
	Is pre-medication required before dental visits due to heart condition or artificial joint?
	

	Y N
	Taking any prescription or daily over the counter medications/drugs?  If yes, list details in the Medication Section.
	

	Female Patients:
	Y  N Currently nursing?
	Y   N Currently pregnant?
	Due Date:
	
	

	

	Patients:  Do you have, or have you ever had any of the following? (Check all that apply):
	None
	

	Acid Reflux
	Bulimia
	Hearing Problems
	Psychiatric Treatment

	ADHD
	Cancer/Malignancy
	Heart Attack
	Radiation/Chemo

	AIDS/HIV
	Cerebral Palsy
	Heart Disease
	Respiratory Disease

	Anemia
	Chemical Dependency
	Heart Murmur
	Rheumatic Fever

	Anorexia
	Chicken Pox
	Hepatitis
	Sinus Problems

	Anxiety
	Convulsions
	High Blood Pressure
	Stroke

	Artificial Heart Valve
	Depression
	Kidney Disease
	Thyroid Condition

	Artificial Joints
	Diabetes
	Liver Problems
	Tuberculosis

	Arthritis
	Dizziness/Fainting
	Mitral Valve Prolapse
	Ulcers

	Asthma
	Epilepsy/Seizures
	Mononucleosis
	Venereal Disease

	Autism/Asperger’s
	Frequent Ear Infections
	Pacemaker
	

	Bleeding Disorder
	 Frequent Headaches
	Other – please list:
	
	

	Patients:  Are you ALLERGIC to or have you ever had any reaction to the following? (Check all that apply):

	Aspirin
	Codeine
	Lactose Intolerance
	Sleeping Pills
	None
	

	Anesthetic – Local
	Dairy
	Metal Sensitivity
	Sulfa Drugs

	Barbiturates
	Latex
	Nitrous Oxide Sedation
	Penicillin/Other Antibiotics

	Other – please list:
	
	

	


	medication information

	Patients:  Are you currently taking any of the following? (Check all that apply):
	None
	

	Antibiotics/Sulfa Drugs
	Antihistamines/Allergy
	Daily Aspirin
	Blood pressure Medications

	Blood thinners
	Cancer/Chemo Medications
	Cortisone/Steroids
	Heart Medication/Digitalis

	Insulin
	Nitroglycerin
	Oral Contraceptives
	Osteoporosis Medications

	Other Diabetic Medications
	Recreational Drugs
	Thyroid Medications
	Tranquilizers

	Other (please list below)
	
	
	

	Drug Name
	Dosage
	Reason Prescribed

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


FINANCIAL RESPONSIBILITY & INSURANCE

By signing any financial or treatment forms, patients acknowledge responsibility for all charges not covered by insurance. The office is not responsible for forms signed without review.
Insurance

· We accept most major dental insurance plans but are an out-of-network provider.

· Out-of-network benefits may still provide reimbursement; please review your plan details.

· Insurance payments may occasionally be sent directly to the subscriber.

· We accept Medicaid and CHIP for children under age 21 only.

· Insurance estimates are not guarantees of payment.

· Patients are responsible for all balances not paid by insurance.


Patient Initials: __________________

Payment Policy

· Patient co-pays and balances are due at the time services are rendered.

Accepted Payment Methods

· Visa, MasterCard, Discover

· Cash

· Personal checks (up to $150)

· In-house financing (restrictions apply)

· CareCredit

Minors : Patients under 18 must be accompanied by a parent, legal guardian, or responsible adult (18+).
APPOINTMENT CANCELLATION & NO-SHOW POLICY

If you need to cancel or reschedule an appointment, please provide at least 24 hours' notice. Same-day cancellations, rescheduled appointments, or no-shows are subject to a $50 fee, which must be paid before treatment can continue. A 10-minute grace period is provided. Patients arriving more than 10 minutes late may be rescheduled.
For Medicaid or CHIP patients, missed appointments are reported to the insurance provider. After three missed appointments, Medicaid/CHIP patients may be removed from our office roster and will no longer be eligible for treatment at our practice.

Signature: _________________________________________________________________________ Date: _________________

PATIENT ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES & COMMUNICATION CONSENT
Patient Name: ________________________________________________________ Date: ___________________

Preferred Name When Called:  ☐ First Name Only ☐ Surname ☐ Other: _________________________________

HIPAA ACKNOWLEDGEMENT

I acknowledge that I have received or have been offered a copy of this healthcare provider’s Notice of Privacy Practices. I understand my rights regarding the privacy and confidentiality of my protected health information under the Health Insurance Portability and Accountability Act (HIPAA).

I understand that my health information may be used and disclosed for purposes of treatment, payment, and healthcare operations as described in the Notice of Privacy Practices. I understand that I may request restrictions on certain uses or disclosures of my information; however, the practice is not required to agree to all requested restrictions.

AUTHORIZED INDIVIDUALS

The following individuals may receive information regarding my treatment, appointments, billing, and other healthcare matters:
1. _________________________________________________ ___Relationship: ______________________

2. _____________________________________________________Relationship: ______________________
3. _____________________________________________________ Relationship: ______________________

COMMUNICATION AUTHORIZATION

I authorize this office to contact me regarding appointments, treatment, billing, and other healthcare-related matters using the following methods:

☐ Cell Phone Call
☐ Home Phone Call
☐ Work Phone Call
☐ Text Message
☐ Email
☐ Any of the Above

OPTIONAL HEALTH & PRACTICE COMMUNICATIONS

I authorize this office to contact me regarding wellness programs, educational information, special services, community events, fundraising activities, and other health-related information through:
☐ Phone
☐ Text Message☐ Email


☐ Any of the Above
☐ Opt Out of All Optional Communications

PRODUCTS AND SERVICES DISCLOSURE

I understand that this office may recommend products or services intended to support my health and well-being and may receive compensation from affiliated third parties for certain recommendations, as permitted by applicable law.

PATIENT CONSENT

I certify that I have read and understand this form, acknowledge receipt of the Notice of Privacy Practices, and consent to the uses and disclosures of my protected health information as described above.

Patient Signature: ____________________________________________________________________ Date:________________ 
Legal Representative/Guardian (if applicable) : Printed Name: ______________________________________________
Signature: ________________________________________Relationship to Patient: __________________________________
